Miscarriage or abortion
The terms miscarriage and abortion are almost synonymous, but miscarriage is a softer word used for the spontaneous event.
Threatened miscamrage-Women bleed a little from the vagina during a threatened miscarriage but there is little abdominal pain. Missed abortion -The embryo dies and is absorbed but the uterus does not expel the decidua and sac of membranes in a missed abortion. The woman feels a dull weight in the pelvis and the uterus stops enlarging. Old Age blood is passed as a brown, watery discharge. Cervical incompetence -The cervix may have some weakness -either congenital or acquired after a previous harsh dilatation -which could be associated with a spontaneous miscarriage in the mid-trimester (13-27 weeks). The unsupported membranes bulge into the cervical canal through the internal os and rupture early, which causes the abortive process. The incompetence may be diagnosed before pregnancy by a hysterogram (a radiological examination of the uterine cavity) or in pregnancy by ultrasonography. Most treatment, however, is started on their being a previous mid-trimester miscarriage, particularly if the membranes ruptured before any uterine contractions occurred. Endocrine imbalance-Diabetes and thyroid hyperfunction used to be associated with increased risks of spontaneous miscarriage. If diagnosed, both are now usually well treated and women have a good hormone balance. An insufficiency of progesterone from the corpus luteum used to be regarded as a cause of miscarriage. This is hard to prove, and most randomised trials using progestogens in early pregnancy have failed to show an improvement. If, however, the woman has faith in this treatment and had a previous successful pregnancy taking it, the general practitioner would do well to treat the psyche rather than the soma and prescribe a progestogen.
Criminal abortion is now much less common in Britain but still occurs in other countries and in populations derived from those countries. Rarely do criminal abortionists leave signs that can be spotted in the genital tract and so the woman is often treated for an incomplete miscarriage.
Presentation
A woman who is miscarrying usually presents with vaginal bleeding and may have some low abdominal pain. The bleeding is slight in a threatened miscarriage, greater amounts being present with an inevitable miscarriage. Pain with uterine contractions may be compared with dysmenorrhoea. The degree of shock usually relates to the amount of blood loss from the body.
The differential diagnosis includes ectopic pregnancy and salpingitis.
Management
Threatened miscarriage-A woman with a threatened miscarriage is best removed from an active environment. If the practitioner tells her to go to bed to rest for 48 hours she may feel happier but there is no real evidence that bedrest makes any difference to the incidence of miscarriage.
Some 5% of women who deliver safely report a threatened miscarriage in the same pregnancy; the effectiveness of specific treatments is difficult to assess. The avoidance of sexual intercourse is probably sensible as it might act as a local stimulus.
Inevitable miscarriage -If events progress to an seven weeks inevitable miscarriage the woman needs to be 3mbryo.having admitted to hospital; oxytocin might be given if pregnancy at just the bleeding is excessive and a flying squad may n the arrows. be needed. After admission an evacuation will be performed under general anaesthesia. Complete abortion is unusual; the practitioner may see the sac containing the embryo and feel that this is complete. He would do well to remember, however, that a large amount of decidua is left behind and an evacuation may prevent the woman having a haemorrhage or infection a week or so later.
Missed abortion is usually diagnosed from the woman's symptoms of a brown discharge and a heavy, dull feeling in the pelvis; no embryonic tissue inside the gestation sac on ultrasonography confirms the diagnosis. It is wise to evacuate the uterus under anaesthesia, but this may occur on the next elective operating list unless bleeding is heavy. Septic abortion may require the full management of severe sepsis. Endocervical swabs should be sent to the laboratory and treatment with a broad spectrum antibiotic started immediately afterwards. Central venous pressure measurement and intravenous rehydration will be required; the urinary output should be watched carefully. Evidence of disseminated intravascular coagulopathy, should be assessed and the uterus evacuated once a reasonable tissue concentration of antibiotics has been achieved.
Recurrent abortion -The management of recurrent abortion is outside the scope of this series. It requires sympathetic handling by both general practitioners and specialists. 
